First phase of implementation of national rural health mission was completed with 11th plan. Reviews are regularly conducted to monitor the achievements of goals which include reduction of maternal mortality ratio, which is an emerging priority. Due to inherent difficulties in definition, data compilation studies are infrequent. Maternal mortality to morbidity ratio varies from 5 to 223. The morbidities range from mild to severe almost near miss case. The criteria for inclusion of a patient in severe acute maternal morbidity on organ/system failure/dysfunction seem to be objective but availability of diagnostic facilities is the limiting factor. The simple criterion based on some diseases or conditions is widely accepted. Usually magnitude is recorded high when disease or condition criteria are used and low when failure or dysfunction criteria are used. Community-based studies are scarce. National level surveys provide limited information. In such type of studies, morbidities are self-reported and hence the magnitude is very high. The district level household survey-3 recorded morbidity in 93.3% women. Very few studies were carried out before 2001. Studies in this millennium have been deliberated. Women having some postnatal depression ranged from 11 to 33%.
Tamil Nadu also achieved the target and Maharashtra was a little more than the target. The MMR is declining continuously. Various acti vi ties initiated in national rural health mission like accre dited social health activists (ASHA), janani suraksha yojana (JSY) and janani shishu suraksha karyakram (JSSK), training in basic emergency obstetric care, comprehensive emergency obstetric care, skilled birth attendance and life saving anesthetic skill to doctors and nurses are helping to accelerate the pace. Planning for assessment and tackle the maternal morbidity at least in few states like Kerala, Tamil Nadu and Maharashtra and subsequently across the country is the need of the day.
For various reasons there is no universally agreed definition of maternal morbidity. Conceptually any departure, subjec tive or objective, from a state of physiological or psycho logical well-being during pregnancy, childbirth and the postpartum period may be considered as maternal mor bidity. 1 In 1989, WHO defined the term as, morbidity in a woman who has been pregnant (regardless of the site or duration of the pregnancy) from any cause related to or aggravated by the pregnancy or its management, but not from accidental or incidental causes. Similar to maternal mortality, the period from pregnancy to 42 days after giving birth or abortion is considered for maternal morbidity. The maternal morbidities can be acute, or chronic, lasting for months or even years. The morbidities range from mild or severe. Many of these conditions that cause difficulty in pregnancy, and aggravate existing morbidities can also lead to more severe consequences for women. Department of reproductive health and research of world health organization was compelled to define the term more clearly as present estimates of maternal morbidity estimations are not based on well-documented metho dologies. 2 Historically, maternal hospitalization has served as a proxy for complications of pregnancy. The available data indicates that about 8 to 27% of women are hospitalized at least once during pregnancy. 3 The most common reasons for hospitalizations during pregnancy include: preterm labor, vomiting, genitourinary complications and hypertensive disorders. 3 While postpartum admissions were mainly due to puerperal sepsis, malaria, pneumonia. At least 1.7% of postpartum needed hospitalization. 4 Use of only hospitalization data without exact assessment of clinical and overall status may not lead to precise identification of maternal morbidity. Hospitalization alone does not indicate severity and hence it is certainly an overestimate of the incidence of severe morbidity. Maternal morbidity is probably the best suited example to explain the iceberg phenomenon and morbidity pyramid. The tip of the iceberg or the apex of the pyramid is maternal death and the broad base represents normal pregnancy. The morbidity has very wide range of conditions included in the definition. For health status of pregnancy, there is a continuum of morbidity beginning with health and normal pregnancy and moving along the spectrum of morbid events to death. The encompassed set of conditions broadly defines major categories along the continuum. While the two extreme ends of the continuum are easily identified and understood, locating intermediate points along the range of the continuum is far more difficult. Specifically, there are no clear thresholds beyond which a woman can be reliably categorized as a severe morbidity vs a near miss case. The severity of morbidity is truly a continuous variable, and as with any attempt to transform a continuous measure into a discrete one, there will be loss of certain information. This particularly will happen when women with unique constellations of clinical and nonclinical factors are combined into a morbidity group. Despite the loss of information, however, categorization is certainly essential for facilitating development of targeted interventions. It is proposed that this continuum can be partitioned into meaningful clinical and epidemiologic ranges that permit an analysis of factors, including preventability factors that may differentiate deaths, near misses and other severe morbidities. The morbidities also include mild to moderate conditions which may lead to psychological and social consequences later in her life.
ClASSIfICATIon
The maternal morbidities can be classified by different ways depending upon the drive behind it. The maternal morbidity presents four patterns in context to the gestational phase. The first pattern of diseases is observable only during pregnancy and the puerperium. The second includes diseases starting during pregnancy or the puerperium, but continuing beyond it. The third pattern of disease is associated with pregnancy but not temporally located within it. The last pattern belongs to the underlying disease exacerbated by pregnancy or puerperium.
The obstetricians' simple way of classification of obstetric morbidities is immediate, early and late conditions on the basis of occurrence of the condition in time frame. The most common morbidity conditions are mentioned below: Maternal morbidity is differentiated from gynecological and contraception morbidities and termed as obstetric morbidity. The obstetric morbidity is further classified as direct obstetric, indirect obstetric and psychological morbidity. 5 The criterion of severity of maternal morbidity is also very frequently used for classification. By severity criteria the morbidity may range from clinical insult, mild morbidity, mode rate morbidity, severe acute maternal morbidity (SAMM), near miss cases. The problem of precision and objec tivity in conceptually wellaccepted definition persists in the concept of SAMM also. Following three criteria are used to classify the conditions under SAMM:
• Based on the disease/disorder that caused it • Based on management, such as hysterectomy or admission to intensive care unit, need for massive blood transfusion (three and more), need for operative intervention to control hemorrhage, etc.
• Based on failure of specific body organs.
Inclusion in SAMM on clinical criteria seems to be more appealing to clinicians, because it focuses on immediate causes of maternal mortality. The diagnosis is comparatively easy. Following welldefined diseases like hypertensive disorders in pregnancy, severe hemorrhage, severe sepsis, and uterine rupture are considered as SAMM. When the definitions based on clinical signs and symptoms are used several difficulties arise. These definitions require the con sensus of clinicians on criteria of severity, which can be difficult to obtain given the diversity of clinical experience. As for example, severe vaginal bleeding has been defined as blood loss >1500 ml if measured or hemorrhage leading to abnormalities of coagulation; 5 whereas others have suggested hypovolemic shock requiring blood transfusion to be considered as severe vaginal bleeding, 6 and severe vaginal bleeding is also defined as resulting in to hypovolemia and requiring 5 units blood. 7 Management based criterion is more objective but consists of many subcomponents. In a recent world health organization systematic review of maternal morbidity and mortality, transfer to an ICU was taken as an indicator for assessing the prevalence of SAMM worldwide. 8 Definition using organ failure criteria seems to be more attrac tive. Drawbacks in accepting this criterion include difficulty in diagnosis of organ dysfunction as it needs highly technical laboratory and hemodynamic investigations, which are often lacking in developing countries like complete blood count/ central venous pressure/multipara monitors/arterial blood gas. There is, therefore a clear need to set uniform criteria to classify patients as SAMM. This standardization could be made for similar settings separately. Still an organ-system dysfunction/failure approach is the most clinically and epidemiologically sound as it is least open to bias, and thus could permit developing summary estimates. 9 Stones et al 10 were the first to use the term 'near miss morbidity', to define a narrow category of morbidity encompassing 'potentially life-threatening episodes'. During an international seminar held in Morocco, a nearmiss case was defined as "any pregnant or recently delivered or aborted woman whose immediate survival is threatened and who survives by chance or because of the hospital care received. Although it narrows down to few severe cases, sometimes SAMM are considered synonymous. Many other term are very frequently used obstetrics or maternal complications and various grades of severity, absolute maternal indications, etc. Inconsistencies still continue although are getting reduced. At national and international level a good amount of aware ness and discussion about classification and data availa bility is generated about severe and hospitalized patients. At the same time, a comparative vacuum is felt about availability of information about acute mild and moderate morbid conditions. Equally gap also exists about chronic morbid conditions. These acute mild/moderate conditions and chronic conditions lead to maternal disabi lities decreasing the quality of life of the unfortunate women.
11 This is in contrast to the fact that the women in general usually have longer life expectancy than males. It is well-known that the health of women during pregnancy or childbirth further impacts the health and development of the next generation and the wellbeing of the family-both economically and socially-through impoverishment, violence, stigmatization, isolation, divorce, and remarriage of spouse. 12 These disabilities are tragic on two counts: they occur in the process of giving life, and they are almost entirely preventable.
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Magnitude of the Maternal Morbidity
Maternal morbidity is difficult to measure, for several rea sons. The foremost reason is uncertainty about the defini tion of maternal morbidity particularly conditions which constitute a large spectrum and varies widely according to researchers. Criteria to diagnose the diseases could also vary. Although maternal mortality is a clear-cut condition, maternal mortality survey is not easy to perform. Surveys to estimate the prevalence of maternal morbidity are even more difficult to conduct. The other strong difficulty is several maternal morbidities are difficult to diagnose, and require pelvic examination, which is seldom possible in surveys (privacy, shyness about sexual and reproductive matters). Thus, very little information is available on morbidity, especially in the developing world. The importance of maternal morbidities can be only perceived when underlying factors for underreporting are considered. Patients have no complaints or the complaints are very mild and vague, nor are the sufferings revealed. Mother accepts the morbidity as consequence of labor. Even in medical fraternity there is denial mode to accept the varied aspects like psychological problems and their magnitude of the problem. As a net result, the maternal morbidity is usually detected and diagnosed late. A systematic review clearly has shown how the magnitude of the maternal morbidity varies according to criteria for identification of cases. Prevalence varies between 0.80 and 8.23% in studies that use diseasespecific criteria, while the range is 0.38 to 1.09% in the group that use failure of organ/ system dysfunction based criteria and included unselected group of women. Rates are within the range of 0.01 and 2.99% in studies using management-based criteria. 8 In a systematic review in India SAMM was found to be 7.1% and case fatality ratio 13.8%. Incidence of SAMM ranges from 0.07 to 8.2%, case-fatality ratio 0.02 to 37%. There is a big difference between case-fatality ratio in developing (South Africa 1:5; India and Niger 1:11) and developed countries (UK 1:118; France 1:222). 13 
MGMJMS
Africa 262,000 emanate from sub-Saharan Africa. Genital and uterine prolapse is observed in 2 to 20% of women of reproductive age group by Columbia university in 2009. Uterine rupture is estimated to occur in the developed world, one in 1,000 for scarred uteri to less than one in 10,000 for unscarred uteri and approxi mately 10 times higher in developing countries. The prevalence of severe maternal morbidity ranged from 0.07 to 8.23% and the case-fatality ratio from 0.02 to 37%. Studies estimating the incidence of severe maternal morbidity have used different definitions and ways of identification. Severe hemorrhage, sepsis and hypertensive disorders of pregnancy are the commonly used 'nearmiss' conditions. 15 Data from low income countries is given in Figure 1 . The compiled information from selected studies across the world about the ratio of maternal morbidity to maternal mortality is given in Table 1 . 24 Obstetricians from many hos pitals carry out descriptive and analytic studies about maternal morbidity and are frequently published. For describing the conditions observed in Indian hospitals, pooled recent data from one hospital from Delhi and three hospitals from Maharashtra 25-28 is presented here. It indicates that pregnancy induced hypertension including eclampsia contributes maximum (35-77%) to severe acute maternal morbidity. Hemorrhage including resultant shock was observed in 6 to 35% cases. Puerperal sepsis was reported in 1 to 19% SAMM cases. Obstructed labor accounted for 4 to 9.5% severe morbidities. In one hospital other medical conditions were also frequently seen in 25.7% cases.
Resuturing, first trimester complications and burst abdomen were other conditions recorded. Severe acute maternal morbidity was recorded in 2.1 to 3.3% deliveries. The geographical and even cultural characteristics of neighboring countries are similar to Indian condition. In Bangladesh in a field study, the commonest postnatal compli cations were weakness, weight loss, palpitations, discharge nonhemorrhagic or hemorrhagic discharge, pelvic pain, giddiness, headache and anxiety. The percentage of these complications ranged from 95.6 to 28.6%. 29 Highest proportions women reported having prolonged labor, abnormal bleeding, fever, pre-eclampsia-toxemia, retained placenta and leaking membrane.
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Community Studies
Although large field studies are rarity may be carried out in a systematic method. A field based study was carried out in six West African countries to validate the definitions adopted and to report frequency of severe maternal morbidity (Prual 32 The results of earlier rounds from have been reviewed from various angles. In these surveys, the morbidities are self-reported. This characteristic poses two basics problems; one is precision and second comparability. In NFHS-3 past history about two symptoms pertaining to two major postnatal morbidities were asked. Women reported massive vaginal bleeding in 12% of births and a very high fever in 14% of births. The determinants of these symptoms are given in Table 2 . Postdelivery complications observed in DLHS-3 are given in Table 3 . There were only two postpartum conditions common in both the national level surveys. The range of women who had excessive vaginal bleeding was 12.4 to 21.8%. The second common condition was high fever; where the recorded proportion ranged from 13.5 to 55.4%. The DLHS-3 survey also included complications during delivery. There was very wide state to state variation. Compli cations during pregnancy were 57.8 and 80.2% had some maternal complication and are given in Table 4 .
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The highest proportion of complications during pregnancy was 75.4% reported from Bihar. Highest complications in delivery (83.5%) were in Jharkhand. The highest proportion of 57.4% postdelivery morbidities was in Bihar. Bihar was also the state to record some maternity complication in 93.3% women. In the DLHS-3 also provided information about fistula and infertility. Five questions on obstetric fistula had been incorporated in the DLHS-3, based on the study on chronic obstetric morbidities. In India 8.25% women reported primary or secondary infertility. The proportion of women having fistula was 1.5%. Few field studies are also had been conducted in India. The noteworthy and real community studies which were carried out in Alwar in Rajasthan, second in South India, third in Gadchiroli district Maharashtra. [34] [35] [36] The fourth study was carried out in Union Territory of Puducherry and surrounding South Arcot district was one of the sites for estimating prevalence of maternal morbidity in four developing countries. 5 All these studies were conducted before 2000. Apart from these three field studies, few studies carried out in this millennium provide very valuable information and the findings are briefed here. A total of 4,975 women, representing 87.1% of all expected deliveries in a population of 58,000, were examined in their first postpartum week during January 2007 to December 2010. Hemoglobin was tested for 77.1% of women (n = 3,836) who had a postnatal visit. The most common morbidity was postpartum anemia, 7.4% of women suffered from severe anemia and 46% from moderate anemia. Other common morbidities were fever (4%), breast conditions (4.9%) and perineal conditions (4.5%). Life-threatening postpartum morbidities were detected in 7.6% of women 9.7% among those who had deliveries at home and 6.6% among those who had institutional deliveries. None had a fistula. Overall 67.6% women had some complication.
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Follow-up of 430 women up to 6 to 8 weeks and 375 women up to 1 year was completed. Depression was noticed in onethird women and suicidal tendency in 4.8% women who had severe complications. 38 Depressive disorder was detected in 59 (23%) of the mothers at 6 to 8 weeks after childbirth; 78% of these patients had had clinically substantial psychological morbidity during the antenatal period. More than one-half of the patients remained ill at 6 months after delivery. Economic deprivation and poor marital relationships were important risk factors for the occurrence and chronicity of depression. The gender of the infant was a determinant of postnatal depression; it modified the effect of other risk factors, such as marital violence and hunger. Depressed mothers were more disabled and were more likely to use health services than nondepressed mothers. 39 In other parts of India the proportion postpartum depression was about 11%. 40, 41 In the state of Maharashtra one study was conducted in Nashik district with financial support from UNFPA.
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Information about reproductive morbidities was collected. Obstetric history of 4862 deliveries revealed that in 90.5% deliveries there was no complication. Among those who had some complication, the commonest was prolonged labor (56.7%), followed by PPH (17.1%), perineal tear (16.5%). Detailed history of induced abortion was asked to women who had undergone abortion. The complications reported by the women were lower abdominal pain (28.6%), fever (25.7%), excessive bleeding (22.8%). Nonspecific symptom complexes like low backache, lower abdominal pain, vaginal discharge and menstrual irregularities were observed in more than 10% women, in that order. On clinical examination, the proportion of women having low backing was 37%, symptoms of prolapse, secondary infertility, secondary amenorrhea and urinary incontinence were observed in that order. A total of 1,560 women were interviewed in houses 12% of them reported some morbidity. Among the reporting women 625 complained prolapse of pelvic organs, 22% had symptoms of chronic pelvic inflammatory disease, 15% secondary infertility and 1% fistula. Among respondents of house hold surveyed women about 36.6% women who had prolapse and equal proportion having urinary incontinence sought treatment. For secondary infertility only 17.1% women sought treatment.
The study carried out in Andhra Pradesh in two districts, one developed and one less developed district. 43 The study revealed a high prevalence of maternal morbidity in rural areas of Andhra Pradesh. The details are given in Table 5 . Especially in the less developed district, nearly 95% of the women experienced at least one of the morbidities and in the developed district it is 61%. 'Lifethreatening' and 'serious' morbidities are experienced by 39 and 54% in the less developed; 15 and 46% of women in developed district respectively. Highest proportion of women reported antenatal morbidities, followed by postnatal and intranatal in that order. The distribution of proportion is different from the proportion observed in DLHS-3 where the proportions were 58.3% in antenatal, 61.2% intranatal and 36.8% postnatal. Highest proportion of women reported to have suffered from serious complications, followed by life-threatening complications and mild ones in that order. After implementation of JSY it was observed that there was increase in incidence of maternal morbidity. This was assumed due increased awareness seeking healthcare services at enhanced rate.
